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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE 
AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

21. 	 Ambulatory prenatal care for pregnant women furnished during a 
4 presumptive eligibility period by an eligible provider (in 


accordance with section 1920 of the Act). 

-

. 13 Provided: 1-1 No limitations / x /  With limitations* 

-
1-1 Not provided. 

2 2 .  	 Respiratory care services (in accordance with section 1902(e)(9)(A)
through (C) of the Act). 
- ­

1-1 Provided: 17 No limitations I-,' With limitations* 

/,x/ Not provided. 

2 3 .  Certified pediatric or family nurse practitioners' services. 

-
Provided: 13 No limitations 1-1 With limitations* 

*Description provided on attachment 
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AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED THE CATEGORICALLY NEEDY 

2 4 .  Any other medical care and any other typeof remedial care recognized

under State law, specified by the Secretary. 

a. Transportation.-
/I Provided: LT No limitations w i t h  limitations+-
f -J  Not provided. 

b. Services o f  Christian Science nurses.-
L/ Provided: LT No limitations w i t h  limitations* -
/X/ Not provided. 


C .  Care and services provided in Christian Science sanitoria. -
L/ Provided: /7 No limitations //With limitations* -
// Not provided. 

d. Nursing facility servicesfor patients under 21 years of age. 

/-Kj Provided: fi No limitations //With limitations. -
l/Not provided. 

e. Emergency hospital services. 


Provided:
No
limitations //With limitationst 
-
I/Not provided. 

f .  	Personal care services in recipient's home, prescribed in accordance 
with a planof treatment and providedby a qualified person under 
supervision of a registerednurse. -
//- Provided: LT Nolimitations w i t h  limitations 

f--/ Not provided. 


,+Description provided on attachment. 
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State: nebraskaR 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

25. 	 Home and Community Care for Functionally Disabled Elderly Individuals, 
as defined, describedand limited in Supplement2 to Attachment 3.1-A, 
and Appendices A-Gto Supplement 2 to Attachment 3.1-A. 


providednotprovided 


26. 	 Personalcareservicesfurnished to anindividualwhoisnot an 
inpatient or resident of a hospital, nursing facility, intermediatecare 1 

facilityforthementallyretarded, or institutionformentaldisease 1 
that are ( A )  authorized for the individualby a physicianin accordance 

with a plan of treatment, (B)provided by an individual who is qualified 

to provide such servicesand w h o  is not a member of the individual's 
family, and ( C )  furnished in ahome. 

-x Provided: - State Approved (Not Physician) Service Allowed - Services Outside the HomeAlso Allowed 


- Limitations Described on Attachmentx 

__ Not Provided. 
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Page  item 1 
A p p l i e s  t o  both 
c a t e g o r i c a l l y  a n d  
m e d i c a l l y  n e e d y  

STATE	PLAN UNDER TITLE X I X  OF THE SOCIALSECURITY ACT 

S t a t eN e b r a s k a  

LIMITATIONS - INPATIENTHOSPITALSERVICES 

ABORTIONS: 

Paymen tfo rabor t ionsundertheNebraskaMedica lAss i s t anceProgram 
i s  l i m i t e d  to t h o s ea b o r t i o n sf o rw h i c h  FFP i s  c u r r e n t l y  a v a i l a b l e .  



Supercedes  

. 

ATTACHMENT 3.1-A 
Page 1, Item 1 
A p p l i e st o  Both 
Ca tegor i ca l ly  and 
Medically Needy 

STATE PLAN UNDER TITLE X I X  OF THE SOCIALSECURITY ACT 

Sta teNebraska  

LIMITATIONS - INPATLENTHOSPITAL,SERVICES 

medica l  inc luding  serv ices  a reNMAP covers  t ransplan ts  donor  tha t  medica l ly  

necessary and def ined  as non-experimental by Medicare.If  no Medicare
policy 
e x i s t sf o r  a s p e c i f i ct y p e  of t r a n s p l a n t ,t h ea p p r o p r i a t es t a f fi nt h e  Medical 
Serv icesDivis ionsha l lde te rminewhetherthet ransplan t  i s  medicallynecessary 
o r  non-experimental. 

NotwithstandinganyMedicarepolicy on l i v e r  or h e a r tt r a n s p l a n t s ,  t h e  Nebraska 
Medica l  Program l iverhear tAss is tance  covers  or  t ransplan ta t ion  when t h e  
w r i t t e n  o p i n i o n s  of two p h y s i c i a n s  s p e c i a l i z i n g  i n  t r a n s p l a n t a t i o n  s t a t e  t h a t  ­

1. No o t h e rt h e r a p e u t i ca l t e r n a t i v e se x i s t ;  and 
2.  The dea th  of t h ep a t i e n t  is imminent. 

r e q u i r e s  a u t h o r i z a t i o n  of a l l  t r ansp lan t  be fo rep r i o r  s e rv i ces  the  
se rv ices  a re  p rov ided .  

N M A P ,  cove r s  necessa ry  fo r  donor t oa nmed ica l ly  se rv i ces  the  NMAP-eligible 
NMAP-eligible c l i e n t - The s e r v i c e s  mustbe d i r e c t l yr e l a t e dt ot h et r a n s p l a n t .  

W cove r sl abora to ry  tests fo r=-e l ig ib l ep rospec t ivedonors .  The  tests 

must  be d i r e c t l y  r e l a t e d  t o  t h e  t r a n s p l a n t .  


NMAP cove r smed ica l lynecessa ryse rv icesfo rthe=- ine l ig ib l edonortoan  

NMAP-eligible c l i e n t .  The s e r v i c e s  must be d i r e c t l yr e l a t e dt ot h et r a n s p l a n t  

and must d i r e c t l yb e n e f i tt h e  NMAP t r a n s p l a n tc l i e n t .  Coverageoftreatment of 

complicat ions is l i m i t e d  t o  t hosetha t  are reasonablymedical lyforeseeable .  


NMAP doesnotcoverservicesprovided t o  anNMAP-ineligibledonorthat are not 

medica l lynecessaryortha t  are n o t  d i r e c t l y  r e l a t e d  t o  the  t r a n s p l a n t .  


Transmi t t a l  # MS-86-14 
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Applies to Both 
Categorically and 
Medically Needy 

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Nebraska 

LIMITATIONS - INPATIENT HOSPITAL SERVICES 

Reimbursementfor inpatient hospital care of patients whose primary care needs are psychiatric 
in nature are limited to a hospital or distinct part of a hospital that ­

1 .  Is maintained for the care and treatment of patients with primary psychiatric disorders: 
2. 	 ts licensed or formally approved as a hospital by the Nebraska Department of Health, 

or if the hospital is located in anotherstate,the officially designated authority for 
standard-setting in that state; 

3. 	 Is accreditated by the Joint Commission on Accreditation of Healthcare Organizations 
or American Osteopathic Association; 

4. Meets therequirements for participation in Medicare' for psychiatric hospitals; and 
5. Has in effect a utilization review plan applicable to all Medicaid clients. 

Transmittal # MS-95-13 

Supercedes Approved FEB 0 9 ;398 
Transmittal ## MS-82-8 
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A p p l i e s  t o  b o t h  
categorically and  
m e d i c a l l y  n e e d y  

PLANSTATE UNDER TITLE X I X  OF THE SOCIALSECURITYACT 

State Nebraska  

LIMITATIONS - OUTPATIENTHOSPITAL SERVICES 

ABORTIONS : 

Payment f o r  a b o r t i o n su n d e rt h eN e b r a s k aM e d i c a l  Assistance Program 
is l i m i t e d  t o  t h o s e  a b o r t i o n s  f o r  w h i c h  FFP i s  c u r r e n t l y  avai lable .  



a t t a c h m e n t  3.1 -A 

Item 2a 

applies to both 

categorically and 

medically needy 


STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

State Nebraska 

LIMITATIONS - OUTPATIENT HOSPITAL 

Transmittal # MS-95-13 
i,'...' 

Supercedes Approved 
feb 4, 

:.), \>L;J 

Transmittal ## MS-90-4 



-
STATE PLAN UNDER T I T L E  XIX OF THE SOCIAL SECURITY ACT 

STATE Nebraska needy 

LIMITATIONS - OUTPATIENT HOSPITAL 

ATTACHMENT 3 . 1 - A  
Page 1, Item 2 ,a. 
applies t o  both 
categorically and 
medically 


Drugs, medical supplies and services not utilized in the emergency or outpatient-

facility are not a covered outpatientor emergency service. 




. .rural health clinic services 

T h e  r u r a lh e a l t h  c l i n i c  m u s t  be c e r t i f i e d  by HCFA f o r  p a r t i c i p a t i o n  in t h e  
p r o g r a m .M e d i c a r e  C o v e r e d  services a r e  l i m i t e d  t o  t h o s e  d e f i n e d  i n  4 2  CFR 

4 4 0 . 2 0 ( b ) .  

Transmittal f HS-91-12 


Supercede s 


Transmittal f HS-78-13 



